rhinorrhea, and subsequently blood-stained foul smelling discharge and 2 episode epistaxis. There was no anosmia, or nasal block. She claimed to have had all her deciduous teeth and although she vaguely recalled that her permanent set of teeth might be complete. In later adult life, she was informed by a dentist based on dental radiographic findings that one or two of her teeth was absent or may not be housed in their proper location. She has also had a few extractions for unhealthy teeth due to caries.
The patient was a mouth breather with hyponasal speech. There was a reduced cold spatula test on the right side otherwise there was no swelling at collumela or cheek region. Endoscopic nasal examination revealed a calcified, brownish rhinolith hard in consistency during probing and no contact bleeding ( Figure 1 ). Pre-operative radiographs (occipitomental view) showed the presence of a radioopaque lesion at the lateral wall of right inferior turbinate with a tooth-like appearance (Figure 2 ). It measured 0.9cm ×0.7cm. Oral cavity examination revealed multiple teeth absence (molars, premolars and incisors).
Intraoperatively, the mass was hard in nature. Upon clearing the secretion, it appeared to be a tooth lying horizontally on the floor of the nose. The chewing surface of the enamel had caries and appeared brown-to-black in color, which was probably the material thought to be a rhinolith. The remaining surface of the crown was visible, whereas the neck and root were embedded within mucosa. The mucosa surrounding the tooth was incised and the tooth gently dislodged in a rocking manner from the floor of the nose. It was successfully extracted endoscopically. It appeared to be a premolar ( Figure  3 ). The hard palate was intact post extraction, hence alleviating the possibility of an oro-nasal fistula.
The specimen was sent for pathology review. Grossly the specimen was a tooth, an adult premolar evidenced by small pulp cavity and longer root. Histopathological examination showed a premolar tooth structures evidenced by a dentine, covered by well-organized enamel, central pulp cavity and root canal with neutrophilic accumulation within it, forming a microabscess (Figures 4a-c) . The mucosa of the floor of the nose had completely healed well at 6 weeks post surgery. A repeat radiograph showed no abnormality. Before permanent teeth erupt into the oral cavity and are visible, they move through the bone along their 'path of eruption' 2 . The tooth will erupt in the mouth in a wrong position when the eruption path is incorrect. This uninvited eruption is called 'ectopic eruption'. It often occurs when there is insufficient space in the jawbones for the teeth. A tooth is called supernumerary if it is an extra tooth, regardless of shape or size. In the primary dentition, the incidence is said to be 0.3% to 0.8% and in the permanent dentition 1.5% to 3.5% 3 .
Mechanisms of ectopic eruption are not completely understood. Nevertheless, some theories have been suggested, including a developmental return to the dentition of primates with three pairs of incisor teeth 4 , defect in migration of neural crest derivatives to reach the jaw 5 , or a multi-step epithelialmesenchymal interaction 5, 6 . Ectopic eruption of teeth may happen nearby the orbit, chin, maxillary sinus, palate and even nose 7 . The ectopic eruption of the teeth into the nasal cavity is a rare phenomenon.
Most cases of supernumerary teeth are asymptomatic and usually discovered with routine examination and radiographs. Sometimes ectopically erupted teeth cause unilateral or bilateral nasal obstruction, epistaxis, a purulent or blood-stained nasal discharge, facial pain, chronic localized ulceration, deviated nasal septum, necrotic or granulation tissue in the nasal cavity, a rhinolith, paranasal sinusitis, or a nasal oral fistula 8-10 . However, when complications are anticipated including retained or delayed eruption of permanent teeth, displacement, rotation, crowding, root resorption, periodontal lesions, or pulp necrosis of adjacent teeth and odontogenic cyst, removal of the supernumerary tooth is indicated 11 .
The diagnosis of an ectopic or supernumerary tooth is based on clinical and radiological findings. Clinically, intranasal teeth noted most often on the floor of the nasal cavity, and looks like a white mass without any covering, or a tumor-like lesion surrounded by granulation and necrotic tissue. Differential diagnoses that can bring up include a foreign body, rhinolith, benign or malignant tumor, inflammatory change with calcification, tuberculosis, fungal infection, osteoma, exostosis, odontoma, or a cyst lesion 10,12 . Radiological investigations help to differentiate between these possibilities. Water's or Caldwell's views, a lateral view of the skullr panoramic radiography may be helpful in diagnosis and management, perhaps even showing a specific, radio-opaque and well-differentiated tooth.
Transnasal and transpalatal approaches are the most common surgical approaches. Involvement of structures next to the tooth and potential complications due to extraction of tooth detect operative methods 9,10 . Trans-nasal endoscopic approach is recommended for extraction of nasal teeth since it suggest clear visualization, good illumination, precise dissection and decrease injury to adjacent structures 10,13 .
Conclusion
An ectopic nasal tooth may be mistaken for a rhinolith. It is wise to bear in mind of the possibility of an intranasal tooth especially so in a patient with abnormal dentition. The diagnosis of nasal tooth can be determined from clinical and radiographic examinations. Clinically, nasal tooth presents itself as hard white masses, located in the nasal cavity and surrounded by granulation tissue and debris. Removal of nasal teeth is generally advocated to alleviate the symptoms and prevent complications.
